Objective: To describe the facilities and difficulties of the counter-referral of an Emergency Care Unit in Santa Catarina State. Method: Descriptive, qualitative study, with the participation of three nurses and 17 physicians. The data were collected through a semi-structured interview and analyzed using the Discourse of the Collective Subject technique. For the theoretical basis, the Política Nacional de Atenção às Urgências (National Policy of Emergency Care) and the Rede de Atenção às Urgências (Network of Care to the Emergencies) was used. Results: The facilities of the counter-referral correspond to the strategies of communication with the Primary Care: embracement; good interpersonal relationships; and electronic medical record network. The difficulties are related to the deficiencies of Primary Care and specialized services, such as the insufficient number of physicians and the delay in scheduling consultations and more complex exams. Final considerations: The difficulties highlighted indicate significant challenges of the local health system in the search for integration between emergency care points.
INTRODUCTION
Integration between the different levels of care represents a challenge for health systems worldwide (1) , given the problems of articulation between the services with the lowest and highest technological density found in Brazil (2) (3) (4) (5) (6) and in other countries (7) (8) , an aspect related, in part, to the fragmentation of Health Care (4, 9) .
In this context, considering the need to strengthen the integration of the Brazilian Unified Health System (SUS -Sistema Único de Saúde) services, a National Regulatory Policy was instituted in 2008, which, through Regulação do Acesso à Assistência (Regulation of Access to Care) organizes, controls, manages and prioritizes access and care flows (10) . In addition, since 2011, the system started to be organized into Health Care Networks (RAS -Redes de Atenção à Saúde), among which the Urgency and Emergency Network (RUE -Rede de Urgências e Emergências) (11) .
Due to its complexity and service characteristics (clinical, surgical, trauma, mental health, among others), RUE is constituted by points of attention necessary to the various actions of service to urgencies and emergencies. These points need to act in an integrated, articulated and synergistic way, with embracement, information and regulation of access being present (12) .
Among the points of attention of the RUE, stand out the Emergency Care Units (UPAs -Unidades de Pronto Atendimento) that, depending on the population of the area covered, can be classified as Size I, II or III. Size I UPA is one that has a population of 50 to 100 thousand inhabitants in its area of coverage, while Size II and III are those that have, respectively, a population of 100,001 to 200 thousand and of 200,001 to 300 thousand inhabitants (13) .
UPAs are structures of intermediate complexity between the Basic Health Units, Family Health Units and hospitals. The service in the UPA provides, through pacts and predefined flows, that users are counter-referred to points of attention of lower technological density, including Primary Care or specialized, in order to ensure the continuity of care (12) .
The way counter-referral occurs, that is, the transfer of information about users between services, varies according to the reality of municipalities or health regions, through traditional instruments such as manual sheets /forms of referral (1, 9) , printed medical reports, telephone contact or more current information and communication means, such as the electronic system (E-health) that interconnects services and allows access to electronic medical records (5) .
Thus, if performed in an effective and coherent way, counterreferral favors the integration of network services (2) , and communication is an indispensable factor, since it allows the link between the points of attention (14) . On the other hand, if it occurs inappropriately, the counter-referral becomes an important barrier to the continuity of care between the different levels of attention (1, 14) .
In this sense, the health services signal the counter-referral malfunction in the RUE, with losses to the population that does not guarantee their right to an integral health, as revealed in studies developed in Paraná (5) , São Paulo (15) (16) , Minas Gerais (1) and Paraíba (9) States. In view of the above, considering the relevance of the integration between the points of attention of the RUE and the need for research that describes the experiences on the subject in different Brazilian States and municipalities (17) , this research was proposed.
OBJECTIVE
This study aims to describe the facilities and difficulties of the counter-referral of an Emergency Care Unit in Santa Catarina State.
METHOD

Ethical aspects
This study was approved by the Research Ethics Committee (CEP -Comitê de Ética em Pesquisa) of the Universidade Federal de Santa Catarina (UFSC). All the participants signed the Free and Informed Consent Term.
Type of study and Theoretical-methodological framework
A descriptive study, with a qualitative approach, that used the National Policy on Emergency Care (PNAU -Política Nacional de Atenção às Urgências), instituted in 2003 and reformulated in 2011 (11) , and the Health Care Networks (18) , with a focus on the Urgency and Emergency Network (RUE -Rede de Atenção às Urgências). This network consists of eight components, especially UPAs, which should articulate and integrate all health equipment to expand and qualify access to urgency and emergency services in health services in an agile and timely manner (11) .
The study, piece of a doctoral thesis, is linked to the anchor project 'Organization of Emergency Care Units of the State of Santa Catarina: with the word managers, health professionals and users' developed by the Laboratory of Caring of People in Critical Health Situation (GEASS -Laboratório de Pesquisas no Cuidado de Pessoas em Situações Agudas de Saúde), Graduate Program in Nursing, Universidade Federal de Santa Catarina (UFSC).
Methodological procedures
An interview script was drawn up which contemplated the characteristics of the participants (age, race, sex, professional category, length of service, year of graduation, complementary training, other employment relationships) and two open-ended questions, one on the counter-referral facilities in UPA and the other, referring to the difficulties.
Study setting
Research developed in an Emergency Care Unit of a municipality in the region of Greater Florianópolis, Santa Catarina State. The UPA, inaugurated in 2012 and classified as Size I, was selected due to the consolidated experience of implementing this type of service. The selection criteria were the minimum working time of two years and the proven qualification of the institution by means of Ministerial Ordinance.
Data source
Of the total of 10 nurses and 24 physicians working at the UPA, 20 participated in the study because they met the inclusion criteria: being a nurse or physician with any type of employment relationship and minimum work of three months in the institution, considered necessary time to know the organization of the service in relation to the users' counter-referral. Professionals who were on vacation, leave or withdrawal of the activities at the UPA at the time of data collection were excluded. Also excluded were nurses who only acted in the risk classification, since they did not perform counter-referral actions in the UPA. Thus, 14 professionals did not participate; one for dismissal, one for refusal, two for acting only on the classification of risk and 10 because the testimonies report only the facilities and difficulties of referring users to hospitals.
Data collection
The data collected from November 8, 2015 to February 21, 2016, through a semi-structured individual interview, performed and recorded by one of the researchers, in a private place of the UPA, were transcribed in full by the same. The collection ended when all the professionals who met the eligibility criteria were interviewed.
Organization and analysis of data
The data were organized and analyzed using the Discourse of the Collective Subject (DCS) technique, which allows for the analysis of the content of the testimonies to include senses or meanings incorporated in them. This technique comprises four methodological figures: Key Expressions (KE); Central Idea (CI); Anchorage (AC); and DCS itself. KE is defined as excerpts from speech, continuous or not, selected by the researcher because they contain the essence of the content of the testimony. The CI is understood as the name or linguistic expression that translates the meaning of each homogeneous set of KE, in a synthetic and precise way. The KE meeting that has the same CI, in a single speech/synthesis, makes up the DCS. AC is the expression of a theory or ideology embodied in the testimony as if it were an affirmative (19) .
Thus, in the process of analysis of the statements, initially, the KE of each testimony were identified. Each set of KE with the same sense generated an IC, the similar IC being grouped into a single one. Finally, DCS were constructed from KE of the same CI, written in the first person singular (19) . AC was not revealed in the testimonials.
In the analysis, besides the qualitative methodological procedure of the DCS already described, the quantitative was used, distinguishing the participant at the end of each speech by the letter "P", followed by the number corresponding to the order of the interviews (P1, P2, ... P20). In the organization and processing of the data, we used the QualiquantiSoft Software of DCS version 1.3c.
RESULTS
Of the 20 professionals participating in the study, 17 (85%) are physicians and three (15%) are nurses, half female (n=10; 50%), predominantly between 31 and 40 years old (n=9; 45%). The majority (n=11; 55%), both physicians and nurses, reported having two or more years of onsite work. Half (n=10; 50%) completed the undergraduate course from two to eight years and the majority (n=13; 65%) of them had some complementary training, especially Residencies and Specializations. It was verified that 75% (n=15) of the professionals work in one or more places besides the UPA. Of the nurses, only one (5%) work in another service, and of the total number of physicians, 14 (70%) work in other establishments, in addition to UPA.
From the testimonies of the professionals, three discourses and their respective Central Ideas (CIs) emerged, the first one (DCS1) referring to the facilities of the counter-referral, while the second and third, the difficulties (DCS2 and DCS3) ( Figure 1 ).
The DCS1 was constituted of the testimonies of nine participants (45%). It deals with the facilities identified by UPA professionals when performing the users' counter-referral for Primary Care, facilities that are understood as communication strategies existing in the Basic Health Unit (BHU), such as embracement, or between services, BHU and UPA, such as good interprofessional relationships and the electronic medical record network ( Figure 1 ). The DCS2, composed by most participants (n=16; 80%), presents the difficulties revealed by professionals regarding counter-referral, which are related to the deficiencies of Primary Care (PC), which involves lack of flow, of human resources, mainly medical, health unit structure, as well as bureaucratic issues (Figure 1 ).
CI2: Counter-referral difficulties related to the Primary Care
DCS2: I realize that the counter-referral basically does not exist, it's very rudimentary, there's no flow, no drawing, no such path to the basic network. The UPA does not work as part of a network yet. We are already more advanced [...] than the electronic medical record, but there is still missing a better relationship between services. Primary Care is complicated by lack of human resource, structure, lack of agenda [...], as well as bureaucratic issues. [...] Patients say that because of a lack of physicians and because of the delay in care, they do not go to the clinic, and that means they always come back to the UPA. [...] They come to the UPA because they are sure, they know they will be taken care of, they will come out with treatment, so most come here because of practicality, convenience. The vast majority of patients seen here are of low complexity, but we cannot deny the care or send them back, they are all taken care of [...].With regard to cases of pediatrics, the counter-referral [...] is a little exhausting for the patient who does not have a vacancy to be replaced [...] then I do not even refer anymore because they say that they do not have a pediatrician. [...] (P2, P3, P4, P5, P7, P8, P9, P10, P11, P12, P14, P15, P16, P17, P18, P19)
The DCS3, which is less representative in terms of number of statements (n=3; 15%), presents the difficulties faced by UPA professionals in the counter-referral of users to specialized services, which refer to the more complex exams and ambulatory services required by the medical professional. These difficulties involve the delay in the scheduling of the examinations and the consultations or the non-scheduling of these for lack of medical specialists ( Figure 1 ).
CI3: Counter-referral difficulties related to specialized services DCS3:
When the patient needs a more complex examination, an ultrasound, tomo, resonance, he finds difficulties because it takes time to schedule; depending on the specialty that the person needs, it also takes [...] there is no specialist to refer, the patient is left not served or goes to the private service. [...] then he comes to the UPA and we do the treatment, he improves, he tries to follow up with the specialist, but he does not get the consultation. For example, a patient with epilepsy who arrives every week with a seizure, we explain that he has to be accompanied by the neurologist, and he says: Ah, I'm waiting. So you have these basic network problems. (P13, P17, P18) 
DISCUSSION
The characteristics of the participants of this study may be favorable to the elucidation of the counter-referral between UPA and RUE services, among which the age group (31 to 40 years), the duration of the UPA (two to four years), graduation time (at least two years), complementary training and assessment at other levels of the network. Therefore, it is a relatively young group, recently graduated from undergraduate and/or graduate studies, with an up-to-date view of the health system. Similar results were found with respect to complementary training, at residency and specialization levels, in a study performed with physicians and nurses at UPAs in Rio de Janeiro (20) .
In the analysis of the first speech, which deals with the facilities found in the counter-referral, the embracement performed on the user in Primary Care can be understood as a communication strategy that facilitates counter-referral between UPA and BHU. In this sense, embracement becomes a powerful space for the humanization of health services, through qualified listening to the user, identification of their needs and a team work to solve their problem. Embracement is therefore an inherent tool not only for the work on the Family Health Strategy (FHS), but also guides and facilitates the organization of work in UPAs (21) (22) . In the perspective of good practices in PC, embracement becomes a point of intersection between different subjects and care practices, unfolding in dimensions, such as dialogue, posture and reorganization of services, triggering transformations in the work process, relationships established in the care space and at the organizational level (23) .
The good interpersonal relationships among professionals from different points of the RUE as a strategy for the referral of the user from one service to the other are also a facility to access services at other levels. In the integration of UPAs with the assistance network, personal contact is the prevailing practice (4) , and in Regulatory Centers, despite the normative process, some situations can occur through the network of personal relationships, such as parallel flows, created for the effective of professional action (24) . Studies corroborate interpersonal relationships as alternative practices due to poor communication for integration between services (4, 24) .
Thus, although participants emphasize good interpersonal relationships as a counter-referral facility, this type of practice used to enable the user's pathway between health care points is an informal strategy of integration between services that, in a way as it is being carried out, signals the difficulties of the emergency care network.
In the first discourse, the electronic medical record in the network emerged as a tool that can facilitate intercommunication in the points of attention. The emphasis of this facilitator lies in the recognition by UPA professionals that their network deployment has promoted access to the patient's health history served at the BHU. However, the electronic medical record is restricted to the municipal territory, which includes all BHUs, but the UPA is part of a micro-regional territory. When the user resides in the UPA's headquarters, the electronic medical record facilitates the local counter-referral, however, for the user of another municipality that accesses the same UPA, in which the professionals have no means of triggering the background for a more integral approach of the care, becomes a limiting aspect to the counter-referral.
In the municipality in question, the electronic medical record system used is called the Triple Electronic Health Record (Triple EHC). In Curitiba, Paraná State, health establishments use the E-health electronic system, which functions as a reference and counter-referral tool and interconnects municipal health services (5) . On the other hand, there are studies that show the lack (25) and/or absence (26) of electronic medical records in health facilities, being the user, in most cases, the main interlocutor of information between the different levels of attention, fact that generates a precarious communication between the attention levels and the discontinuity in the care.
However, it is important to note that the implementation of an electronic medical record throughout the country is essential to improve the quality of care (25) , since electronic health records would enhance patient care and clinical management (27) . An Australian study has shown that its adoption is quite low, used predominantly in hospitals, although it continues to grow and significantly, increasingly present in Primary Care (27) , as also national studies show (5, 28) . In Brazil, this type of communication has been encouraged with the implementation of the Health Information System for Primary Care (SISAB -Sistema de Informação em Saúde para a Atenção Básica), operationalized through the e-SUS Primary Care strategy (e-SUS AB) (29) (30) .
In the analysis of the second discourse, the set of difficulties (lack of flow, lack of human resources -physicians, structure, scheduling and bureaucratic issues) faced by UPA professionals in the counter-referral interferes in the understanding of PC as a gateway priority and coordination of the care system. This can be perceived when users use UPA care to resolve complaints that could, at least initially, be met at the first level of care, forcing the UPA to function as the receiving unit of PC demands along with the provision of care to situations and acute and urgent aggravations, which are their reason for existing. The UPAs seem to accept a suppressed demand that comes from the lack of service provision and the restriction of PC's working hours (4, (31) (32) .
Considering that UPAs should articulate with PC and diagnostic and therapeutic support units by constructing and ordering coherent and effective counter-referral flows (11) , the definition of such service flows and counterflows is critical to providing access and care continued. In this sense, the UPAs as urgency and emergency services, when well-articulated in the network, strengthen PC's action (31) .
For practitioners, PC deficiencies culminate in the absence of counter-referral from both the adult and pediatric populations, as the second discourse shows. A study evaluating care for children under two years of age at the FHS also revealed a lack of counter-referral, as well as mismatch between needs and service offerings (33) . For most professionals, the counter-referral for PC does not happen, it is deficient, which signals fragmentation in health care (34) .
The lack of flow of users to PC, revealed in DCS2, is corroborated by the literature. In the city of Rio de Janeiro, during the daytime period, when the PC and UPA services are functioning, there is no specific communication format, there are no formal flows to counter referrals to UPA patients (4) . In Florianópolis, Santa Catarina States, the lack of definition of counter-referral flows is one of the limitations of a network service (31) .
However, the counter-referral difficulties of the users served in the UPA are related not only to PC, but also to specialized services, as evidenced in DCS3. This discourse, although less representative by the number of testimonies that constituted it, is highly significant for the understanding of counter-referral difficulties in RUE, since they constitute barriers to access to specialized attention, which limit the degree of integration between services, with consequent fragmentation of care (1) . The difficulties expressed in this discourse, which involve prolonged waiting time and/or the insufficient supply of specialized medical examinations and consultations, have been identified in other realities of the country, such as São Paulo (35) , Minas Gerais (1) , Bahia (32) and Pernambuco (36) (37) States, which indicates important counter-referral problems in the health care of the population.
However, difficulties of access to specialized care are not unique to the country. Prolonged waiting time, especially for specific exams such as imaging and for consultations with specialists, were evidenced in Spain (8) and Canada (38) (39) , respectively, which caused interruptions in the diagnosis and treatment process, and the search for private health care (8) , also revealed in the present research.
While meeting the demands of procedures and consultations is promoted through the user's embracement in the BHU, as manifested in DCS1, the pursuit of continuity of care may be impaired when there is a need to access the specialized services, as consultations, examinations and procedures in these services are offered by municipal quotas, through Agreed and Integrated Programming (PPI -Programação Pactuada Integrada), calculated by the offer and not by the population's need. PPI is delimited by levels of complexity of the service network and, in order for access to take place, it is necessary to comply with the reference flows, the supply through regulation, considering the installed physical capacity (9) of public and private providers, as well as the physical and financial quota established.
Thus, in the professionals' discourse, difficult access to specialized services in the public health system, in a sense, directs users to supplementary health care through private health plans, a sector that plays a crucial role in the provision of services, and which develops due to the existence of a health services market which is not regulated or regulated by the government incompletely (40) . The analysis of access to specialized services makes it possible to affirm that attention of medium complexity is the bottleneck of SUS at present (41) and that it requires special attention from managers of the public health system.
Study limitations
The study, limited to the participation of physicians and nurses of an UPA, does not allow the generalization of the results. In addition, the greater number of physicians in relation to nurses may have directed the findings to the biomedical perspective, especially regarding the difficulties of the counter-referral, with emphasis on medical and specialized health care, focusing on the disease. However, care was taken to invite all medical professionals and nurses from the service to participate in the research.
Contributions to the sectors of Nursing, Health or Public Policy
The study indicates that the difficulties of the UPA counterreferral do not directly involve Nursing and that this may be present in the communication strategies that facilitate the counter-referral, mainly by the embracement in Primary Care. The results will be able to subsidize improvements in the municipality and region in relation to the counter-referral of the UPA and the facilities listed therein, if applied in other realities of the state or country, being able to favor the consolidation of the RUE, respecting the peculiarities of the different contexts. In addition, the study expands the knowledge on the subject at the national level and allows for reflection by the managers and formulators of the PNAU, contributing to its improvement, as well as the RUE.
FINAL CONSIDERATIONS
The counter-referral facilities in the UPA correspond to the strategies of communication with Primary Care: embracement; good interpersonal relationships; and electronic medical record in network. In relation to the difficulties, these are linked to the deficiencies of Primary Care and specialized services. In Primary Care, there are insufficient physicians, structural problems, scheduling of consultations and bureaucratic issues, whereas in specialized services, more complex examinations and consultations are compromised by delay in scheduling or by the lack of medical specialists.
The analysis of the counter-referral in an UPA of the region of Greater Florianópolis allowed identifying that the difficulties in the same were revealed by a greater number of professionals when compared to the facilities, indicating that the challenges are expressive in the search of the integration between the points of attention to the urgencies.
Further investigations with health professionals from other points of the emergency network (Primary Care and specialized services) may allow confrontation of the results listed and deepen the knowledge produced about the counter-referral.
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